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. I . .1 6 .  inpatient psychiatricfacil i tyservicesforindl V individuals under 

d. 	 COVERAGE FOR INPATIENT PSYCHIATRIC FACILITY SERVICES FOR 
INDIVIDUALS UNDER2 2  YEARS OF AGE IS LIMITED TO INPATIENT 
PSYCHIATRIC SERVICES PROVIDED IN PSYCHIATRIC HOSPITALS 
AND CERTAIN ALCOHOL AND/OR DRUG ABUSE REHABILITATION 
HOSPITALS THAT ARE LICENSED BY THE STATE DEPARTMENT OF 
MENTAL HEALTH OR OPERATED UNDER THE STATE MENTAL HEALTH 
AUTHORITY. 

THIRTY(30)DAYLIMITATIONPERSPELL-OF-ILLNESS.A 

SPELL-OF-ILLNESS BEGINS ON THE DAY OF ADMISSION TO A 

HOSPITAL AND ENDS 60 DAYS AFTER DISCHARGE. DAYS IN 

EXCESS OF 30 OR ADDITIONAL HOSPITALIZATIONS BEFORE 6 0  


DAYS HAVE PASSED SINCE A PRIOR HOSPITALIZATION CAN BE 

COVERED IF CERTIFIED BY A HOSPITAL U R  COMMITTEE OR 

PSRO/PRO AS MEDICALLY NECESSARY. MEDICAL NECESSITY FOR 

ADMISSION AND CONTINUED STAY MUST BE APPROVED BY THE 

HOSPITAL UTILIZATION REVIEW COMMITTEE OR ITS DESIGNEE, OR 

BY A PSRO/PRO. ELECTIVE HOSPITAL ADMISSIONS ARE SUBJECT 

TO PREADMISSION CERTIFICATION UNLESS ELIGIBILITY IS NOT 

ESTABLISHED AT THE TIME OF ADMISSION. FOR HOSPITALS PAID 

ON A PROSPECTIVE BASIS, DAYS NOT APPROVED AS MEDICALLY 

NECESSARY ARE NOT RECOGNIZED IN DETERMINING WHETHER A 

CASE QUALIFIES FOR ADDITIONAL OUTLIER PAYMENTS. 


REIMBURSEMENT INPATIENT SERVICES
FOR HOSPITAL 1s 

DESCRIBED IN SECTION
4.19-AOF THE STATE PLAN. 


EXCEPT FOR HOSPITALS THAT ARE APPROVED BY MEDICARE TO 

CHARGE PATIENTS A SINGLE RATE THAT COVERS HOSPITAL AND 

PHYSICIANS' SERVICES, MEDICAID DOES NOT COVER, AS AN 

INPATIENT SERVICE, THOSE PHYSICIANS' SERVICES FURNISHED 

TO INDIVIDUAL PATIENTS. IN DETERMINING WHETHER SERVICES 

ARE COVERED AS A PHYSICIAN SERVICE OR A HOSPITAL SERVICE, 

MEDICAID USES THE CRITERIA ADOPTED BY THE MEDICARE 

PROGRAM AS SETFORTH IN 4 2  CFR 405, SUBPARTS D AND E. 
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17. nurse . .  servicesmidwife 

In orderto participate inthe Ohio Medicaid program, a nurse-midwife mustbe certified 
by and registered with the OhioState Medical Board. If the certified nurse-midwife 
chooses to bill independently for Medicaid services, he/she also apply for, and be 
granted, providerstatus under Ohio Medicaid. 

Ohio Medicaid will make payment forall covered services performedby a certified 
nurse-midwife which are concerned the management of preventive services and 
those primary care services necessary to provide healthcare to women antepartally, 
intrapartally, postpartally and gynecologically. 

In addition to the generallimitations applicable to all providers andthe program 
limitations for obstetrical services, the followingservices are noncovered nurse 
midwifery services under the OhioMedicaid program except when performedby the 
certified nurse-midwife inan emergency situation. The nature of the emergency mustbe 
documented in the remarks sectionof the invoice. 

1. Delivery, breech version, face presentation 

2. Use of forceps 

3. Management of acute obstetric emergency 

The department will reimburse certified nurse-midwivesonly for the services personally 
rendered by the nurse-midwife. For all occasions of service billed, documentation must 
exist of the billing nurse-midwife's involvement the service rendered. A counter
signature, aloneon the records, is not sufficient. A certified nurse-midwife shall notbe 
reimbursed as an independent provider whenthe department is required to reimburse 
another provider for the same service. 
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18. Hospice care ( i n  accordance w i t h  section 1905(0)  of the A c t )  . 
The Hospice program is an optionalbenefit for Medicaid recipients who have a 
terminal illness. Hospice is a philosophy of care that emphasizes the 
provision of palliative/supportive services in the patient's home. h he 
program is, however, available to Medicaid recipients who reside in nursing
FA- OR intermediate CARE FA- FOR THE " A L L Y  retarded 
Recipients choose Hospice care i n  lieu of curative care for the terminal 
illness. 

A Medicaid recipient may elect the Hospice benefit if the attending physician
and Hospice physician certify that the recipient has six months or less in 
which t o  live IF "E RUNS ITS course ?he recipient or
authorizedrepresentativemustsignanelection statement and by doing so 
waives his right t o  regularmedicaid benefits, except for care nut related to 

illness andcare providedbythe attending physic-. -a 
OF THE HOSPICE BENEFIT shallbeforthesameenrollmentperiodsasusedfor 
THE MEDICARE HISPICE benefit pursuant TO SECTION 18U(d) (1) OF THE ACT. 
Individuals dually eligible for Medicare/Medicaid must enroll in the Medicare 
and Medicaid Hospice program concurrently 

A recipient may revoke the election ofHospice services a t  any time once an 
election period. upon revocation the recipient forfeits Hospice coverage for 
any remaining days in that election period. The recipient may elect to 
receive Hospice awerage for any additional period of eligibility. 

recipient must have awritten plan of care developed by the H o s p i c e  
interdisciplinary team. All covered Hospice services must be consistent w i t h  
the plan of care. All Hospices participating in the Medicaid Hospice program 
must provide core services performed by Hospice employees These services 
include: nursing physician services, medical social work and counseling 

. Short-term inpatient hospital and respite care. 

. Medical supplies and e@-. 

. Heme health aide and h- services. 

. physical therapy, occupational therapy and speech-languagepathology. 
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18. Hospice care ( i n  accordance w i t h  section 1905(0) o f  theAct). (Continued) 

. Bereavement counseling fo r  the family. 

. 	 Transportation, i f  needed i n  order for the recipient t o  receive medical 
carefor theterminal condition. 

Hospices may arrange for another i n d i v i d u a l  or entity t o  furnishservices t o  
are providedHospice patients. I f  services under arrangement, the Hospice 

must assume fiscal and professional management responsibilityfor those 
services . 
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. i n ,  and tog roup  in ,19. 	 Case management serv ices  as d e f i n e d  the  spec i f i ed  
Supplement 1 toa t tachment  3.1-A ( i n  accordancewithsection190S(a) ( 1  9 )o r  
sect ion191S(g) of t heAc t ) .  
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Pregnant women covered f o r  a l l  Ohio services,are Medicaid without 
l i m i t a t i o n s ,  i n c l u d i n g  t h e  60 days a f t e r  pregnancyends. 

Pregnancy-related and postpartum20-a. Addi t ional  services f o r  60 days
a f t e rt h e  pregnancyends, areprov ided i f  ind i ca ted  by thepregnant 

includewoman's physic ian.  These services case management (see 
Supplement 1 t o  Attachment 3.1 -A,  page 1 ), extensivecounsel ing and 
education, and nu t r i t i ona lcounse l i ng .  

se rv i ces  any other  condi t ions20-b. Add i t i ona l  f o r  medica l  that  may 
compl icatepregnancyinc ludenutr i t ionalin tervent ionwhich may be 
prov ided i f  indicatedbythepregnant woman's physic ian.  
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23. CertifiedPediatric and family NursePractitioners' Services 

Limitations to certified pediatric and family nurse practitionerservices are the same as those 
listed for physician services and are found in Attachment 3.1-A, Item 5. 
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4 
23. ?my other medical care and any other type of remedial carerecognized under 

state law, specified by the secretary. 

23-a. Transportation 


ambulance services are provided only when athermeans -d be 
detrimentalto the patient's health. Covered services include: 

1. 	 emergencyservicesfor M a t e  treatment including hospital 
to hospital transfers. the conditionof the patient determines 
whether return to haw situation iscavered. 

2. 	 Transportation to 1- term care facilities when this is the 
only form of transportationmedically practical. 


3. 	 other ambulance service, including a i r  ambulance ifprior
authorized. 

ambulette Services are provided when ambulance service is not 
required but transportation by auto, bus or other standard methods of 
-tion are contraindicated 

All prior nust be utilized. when other types of 
transportation such as taxi or bus, is required, the cast ispayable
from administrativefur&. 
Transportation services provided by eligibleamhilatory health 
centers and artpatient health facilitiesare reimbursable 

23%. w e  and services provided in Christian si- sanitoria 

christiansciencesanitaria may participate as longterm care 
facilities in the ohio medicaid program if they are licensed nursing 
hares and offer only -ate care facility services. 

234. Skilled Nursing Services for patients under 21 years of 

Same as for individuals 21 years of age or older (see Attachment 
3.l-A, Pre-Print Page 1, I"4-a), 

23-e. Hospital services 


providedwhennecessarytopreventthedeathorserious impairment of 
the health of the individual even though the facility does not 
currently neet the Title MI1 far Medicare or the 
definitions of inpatiat or artpatie hospital services. Applicable
for period of only. 
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